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capital Payment continued 

5440 Calculation for Major Border Status Hospitals 

Base Cost Report. For major border status hospitals. the capital cost payment is determined from a hospital's 

most recent audited cost reporton file with the Departmentas of the April 30th prior to the annual rate update. 

However, the Department may.at Its option, use an audited cost reportit receives later if the end date of the period 

of the cost report on file with the Department asof the April 30th date precedes the beginning date of the rate year 

by more than three years. three months. Cost reporting requirements are described in S4022. 

An administrative adjustment is provided in section 11900, item C ,  for major capital expenditures Incurred after the 

beginning of the base costreporting period. 


For combining hospitals. section5480 below describes the cost report to be used for calculating the capital payment. 

No audited Cost Report Available. For hospitals for which there IS no audited cost report available, an estimated 
capital payment is calculated based on the best available hospital data.as determined by the Department, suchas 
an unaudited cost report or financial statements. The capital paymentwill be adjusted retrospectively whenan 
audited cost report becomes availableto the Department. 

Calculation. A capital payment for a major border status hospital is determined as described above for wisconsin 
hospitals from cost informatton from each individual hospital's base cost report. For item 1, the Department 
determines "the inpatient cost attributable to WMAP recipient inpatients The hospital may request an 
administrative adjustment under section11900, item A. to correct for incompleteor Incorrect data usedin the 
Department's calculations. An example calculation is in section 23000 of the appendix. 

5450 Exemption From Capital Reduction of Section5430, Item 2. 

Item 2 of above section 5430 specifies a percentage by which capital costs are reduced. In order to assure 
reasonable access to needed inpatient hospital services for WMAP recipientsin rural areas, a Wisconsin hospital 
and a border status hospital which meet the following criteria is exempted from the capital reduction In their capital 
payment calculation. A list of hospitals qualifying for the exemptionIS in the appendix, sectton21000. 

To qualify for this exemption, afacility must be bothoutside a federally designated Metropolitan Statistical Area 
(MSA) and further than thirty minutes travel time from any other general acute care hospital. In determiningthirty 
minutes travel time, theWMP will generally consider distances equal toor greater than 25 miles. 

If the federal government makes a changein the designation of an MSA. which affects any hospital pursuantto this 
subdivision. the Departmentwill recognize the change forthe next annual rate update. 

5480 Cost Reports For Recent Hospital combinings 

A "hospital combining"is t h e  result of hospitals combining into one operation. under one WMAP provider 
certification either through mergeror consolidation or a hospital absorbing a major portion of the operation of 
another hospital through purchase, leaseor donation of a substantial portionof another hospital's operationor a 
substantial amount of another hospital's physical plant. For combining hospitals for which thereIS not an audited 
cost report available forthe combined operation,an estimated capital paymentIS calculated based on the best 
available hospital data,as determined by the Department, such asan unaudited cost reportor financial statements. 
The capital paymentwill be adjusted retrospectively when an audited cost report for afull fiscal year of the combined 
operation becomes available tothe Department. The capital payment adjustment is effective the first day of the 
month following the month In which the combination was consummated. 
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5500 DIRECT MEDICAL EDUCATION PAYMENT UNDER DRGPAYMENTSYSTEM 

5510 General 

As of July 1, 1997, an amount is added to a hospital‘s specific base DRG rate for costs of its direct medical 
education program. This payment amount is prospectively established based on an individual hospital’s past direct 
costs of its medical education program. Prior to July 1, 1997, direct medical education program costs were paid 
under a prospectively determined monthly payment amount without regard to the numberof WMP recipient 
discharges during the month. 

5530 Calculation for Hospitals Located In Wisconsin 

Base Cost Report. For hospitals located in Wisconsin, the direct medical education payment is determined from a 
hospital’s most recent audited cost report on file with the Department as of the April 30th prior to the annual rate 
update. However, the Department may, at its option, use an audited cost report it receives later if the end date of 
the period of the cost report on file with the Department as of the April 30th date precedes the beginning dateof the 
rate year by more than three years, three months. 

If the cost report on file is more than three years old, the hospital may request an administrative adjustment to the 
direct medical education payment amount pursuant to51 1900, item B. 

Significant changes in a hospital’s direct medical education program costs after the base cost reporting period may 
be considered pursuant to the available administrative adjustment under section 11900, item D. 

For combining hospitals, section 6480 below describes the cost report to be used for calculating the capital payment. 

No Audited Cost Report Available. For hospitals located in Wisconsin for which there is no audited cost report 
available, an estimated direct medical education payment is calculated based on the best available hospital data,as 
determined by the Department, such as an unaudited cost report or financial statements. The direct medical 
education payment will be adjusted retrospectively whenan audited cost report becomes available to the 
Department. 

Calculation. The direct medical education payment for a hospital located in Wisconsin is determined from cost 
information from each individual hospital’s base cost report. An example calculation is in section 24000 of the 
appendix. 

1. 	 The direct medical education cost attributable to WMP inpatient services is determined by 
multiplying the allowed inpatient cost attributable to WMP recipient inpatients by the ratioof total 
allowed inpatient direct medical education costs to total allowed inpatient costs. 

2. The resulting amount is inflated through the rate year by the DRi/McGraw Hill, Inc. HCFA Hospital 
Market Basket inflation rate and increased by any disproportionate share adjustment percentage 
applicable to the individual hospital. 

3. 	 The resulting gross amount is divided by the number of WMP recipient discharges for the period of the 
audited cost report. 

4. The resulting amount per discharge is divided by the average DRG case mix index per discharge. 
5. 	 The result is the hospital’s specific base payment for its direct medical education program at a 1.00 DRG 

weight. This amount is added to the hospital’s specific DRG baserate described in section 5210. 

Payment for a specific patient’s stayis determined by multiplying the base payment amount by theDRG weighting 
factor for a specific patient’s stay. 
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Direct Medical EducationPayment Continued 

6480 Cost Reports For Recent Hospital Combinings 

A “hospital combining” is theresult of hospitals combininginto one operation, under oneWMP provider certification, 
either through mergeror consolidation or a hospital absorbing a major portionof the operation of another hospital 
through purchase, lease or donation of a substantial portion of another hospital’s operationor a substantial amount 
of another hospital’s physicalplant. For combining hospitals for which there not an audited cost report available 
for the combined operation, an estimated direct medical education payment is calculated based on the best available 
hospital data, as determinedby the Department, such asan unaudited cost reportor financial statements. The 
capital payment willbe adjusted retrospectively when an audited cost reportfor a full fiscal year of the combined 
operation becomes available to the Department. The capital payment adjustment is effective the firstof the 
month following the monthin which the combination was consummated. 

(Next page is page 23. Page 22 not used. 
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5600 SAFETY NET 

With implementationof a DRG payment system, the potential exists for some providers to receive less in 

WMAP reimbursement than under the prospective rate-perdischarge system. The Department has established 

an automatic one year safety nethiling provision that provides a floor on the amount of loss any provider 

would be required to take and a ceiling on the amount of profit any provider would be allowed to retain. The 

MAP intends to not have any one provider experience severe financial hardship in the first year due solely to 

the changeover to DRG reimbursement. In order to prevent major (more than 10%)shifts in Medicaid funding 

due to the initiation in the first year of DRG reimbursement, the State will calculate the amount of payment each 

Wisconsin hospital receives, net of inflationary rate increases, at the end of calendar year 1991. A sliding scale 

is established to define the safetynet, and may be found in appendix, section 25000. 


For a hospital which, during the first year of DRG payment, can document that it would have a substantial 

amount of reimbursement due under the safety net based on the calculation in appendix, section 25000, a 

request for an interim payment, along with verifiable data will be considered. Requests for interim payment are 

limited to one per quarter, and must be made directly to the Director of the bureau of Health Care Financing. 

The WMAP will reconcile at year end, and issue a payout or recoupment as necessary. 


Six months after the end of the first year of DRGs (July 1992), the Departmeat will calculate andd e  

whatever adjustmentis indicated. The calculation will be based on all payments made for all DRG claims 

processed for discharges in the first year (calendar year 91) of DRG reimbursement. Claims processed after the 

date the Department docs its calculations may be considered uponwritten q u e s t  of an affected Wisconsin 

hospital. The data must show that a substantial number of claims(2% or more of total inpatient claims) anda 

significant fiscal impact($zO,OOO) to the hospital occurred after the Wmade its calculation for the safety 

net. An example of the safety net calculation is presented in appendix, section 25000. 


5700 HOLD HARMLESS 

For hospitals with no prior experience under Medicare's DRG payment system, i.e., children's hospitals and 

IMDs, the State has provided for a "hold harmless"provision. The provision will -tee that these hospitals 

will not receive less in calendar year 1991 payments underDRGs than they would have received under the rate­

perdischarge system it replaced. The potential loss is zero, but the potential gain is limited to 5%. An 

example of the hold harmless provision is presentedin appendix, section26OOO. 

Six months after the end of the first year of DRGs (July 1992), the Departmeat will calculate and makt 

whatever adjustment is indicated. The calculation will be based on all payments made for all DRG claims 

processed for discharges in the first year (calendar year 91) of DRG reimbursement. Claims processedand paid 

after the date the Department does its calculations, and which were not considered in the calculation, may be 

considered upon written request of an affected hospital. 


An interim payment during the first year of the DRG payment system (no more than once per quarter) may be 

granted, upon applicationby a hospital that is supported by data. The data must show that a substantial number 

of claims (2% or more of total inpatient claims) and a significant fiscalimpact (520,000) to the hospital 

occurred after the WMAP made its calculation for the holdharmless. 

A hospital eligible for both the hold harmless and the safety net provisions may choose one option, but must 

have indicate in writing its choice to the WMAP (Director of the Bureau of Health Cam financing by June 30, 

1991. 

Hospitals certified by the WMAP with an effective date on or after january 1, 1991arc ineligible for special 

treatment under this paragraph. Hospitals created by merger, consolidationor acquisitionarc similarly not 

eligible for the hold harmless provision of this paragraph. 
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5800 other PROVISIONS RELATING TO DRG PAYMENTS 

5810 Medically Unnecessary Stays, defined 

Medically unnecessary stays are those stays that are not reasonably expectedto improve the patient's condition, 
that are not for diagnostic study, or that do not q u i r e  the intensive therapeutic services normally associated 
with inpatient care. (SeeWIPRO review section below regarding criteria.) 

5813 AuthorityFor Recovery 

The Department will recover payments previously madeor deny payments for medically unnecessary hospital 
stays and/or inappropriateservices based on determinations by the Department, the Wisconsin Peer Review 
Organization (WIPRO) or other organizations under contract with the Department. The Department is required 
by federal law to monitor the medical necessity and appropriateness of services provided to WMAP recipients 
and payments made to providers of such services. Wisconsin statute, section 49.45(3)(f)2m, authorizes the 
Department to adopt criteria on medical necessity and appropriateness and to deny claims for services failing to 
meet these criteria. 

5816 WIPRO Review 

The Department has contracted with the WIPRO to review selected hospitalizationsof WMAP recipients for 
medical necessity and appropriateness The process to select those hospitalizations whichare reviewed is 
approved by the Department. The WIPRO review criteria are premised on objective clinical signs of patient 
illness and documentation that intensive hospital serviceswere being provided. The WIPRO review process 
represents a highly professional, clinicallysound approach for assuring that hospital services are used only when 
medically necessary. WIPRO criteria is approved by the federal Health Can Financing Administration. The 
review criteria and periodic updam to it are disseminated toall hospitals in the state. 

5819 WIPRO Control Number 

The hospital must contact WIPRO and acquire a unique case-specificcontrol number from the W R O  for each 
of the followingtypes of inpatient admissions: 

AODA admissions to general hospitals or hospital MDs, 

elective psychiatric admissionsto general hospitals or hospital IMDs, 

urgent/emergentadmissions to hospital IMDa for recipients under 21 years of age, 

medical elective admissions, and 

admissions for ambulatory/outpatient procedures
identified by the Department as needing control 
numbers. 

Payment of inpatient claims for these admissions willbe denied if the claims do not include the required case­
specific control number from WIPRO. 

5823 Inappropriate Inpatient Admission 

Payment for inpatient care which could have been performed on an outpatientbasis shall not exceed the 
facility's outpatient rate-per-visit paid under section 4.19Bof the Medicaid Hospital StatePlan. If payment has 
been made, the difference between the payment and the outpatient rate-per-visit will be recovered. 

* 
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5826 Inappropriate Discharge and Readmission 
If determines that it was medically inappropriate for a patient to have been discharged from a hospital 
and as a result. that patient needed to be readmitted to a hospital, no payment will be made for the first 
discharge. If payment has been made, it will be recouped. 

5829 Transfers 
Patient transfers maybe reviewed by WIPRO or the Department for medical necessity. If the transfer is 
determined to have been medically necessary, then both the transferring and the receiving hospital will be paid 
the full DRG amount for their discharge. 

5836 Days Awaiting Placement 
Days awaiting placement are those days of an inpatient hospital stay during which medically necessary services 
could have been provided to the patient in a nursing facility or some other alternative treatment setting. A DRG 
weighted discharge payment will notbe adjusted for days a WMAP recipient patient awaited placementto an 
alternative living arrangement. I f  placement to a NF or an ICF-MR is delayed, not on the hospital’spart, for 
completion of required pre-admission screening for mental illness and/or mental retardation (required under 
Subtitle C, Part 2 of PL 100-203,the Omnibus Budget Reconciliation Act of 1987), the hospital may request 
and receive a per diem payment for each allowed day identifiedas waiting placement due to the lack of the pre­
admission screen. This payment shall be in addition to the DRG payment, not to exceed the estimated statewide 
average NF rate. Each allowed day awaiting placement must be adequately documented for review in the 
patient chart. 

5839 DRG Validation Review 
As part of the WIPRO review process, the information providedon the hospital claim arc verified with the 
medical record documentation. This review may determine that the DRG initially assigned to the hospital stay 
was inappropriate. The Department may adjust DRG payment pursuant to the result of reviews and 
recover any overpayment which has been made. 

5843 IMDHospital Transfers 

An inpatient at an IMD may transfer to an acute care general hospital for a short term stay, then return to the 
IMD and eventually be discharged from the IMD. If the person’s absence from the IMD is due to the person 
being an inpatient of one or more acute care hospitals for a period of three or l e s s  consecutive days, the IMD 
will a t  be paid a separate DRG discharge payment for the transfer to the acute care hospital. If the absence is 
for a period exceeding three consecutive days, the IMD will be paid a separate DRG discharge payment for the 
transfer to the acute care hospital. three or less consecutive days means the patient is absent or on-leave from 
the for three or less successive midnight census counts of the IMD. 

The will be eligible for a DRG based discharge payment upon the eventual discharge of the patient from 
the I M D .  The acute care hospital, to which the patient was transferred, will be reimbursed for the medically 
necessary stay without regard to the patient’s length of the stay in the acute care hospital. Any payment to the 

for a person’s inpatient stay is subject to the person being eligible for MA coverage for their stay in the 
IMD. 

5846 Outpatient Services Related To Inpatient Stays 
Outpatient hospitalclaim for services provided to a recipient duringan inpatient stay am considered part of the 
inpatient stay and will be denied. Emergency room services shall be consided part of the inpatient stay, not 
outpatient services, if the patient was admitted and counted in the midnight census. Outpatient or professional 
claims on the date of admission or discharge will be allowed if billed by a provider other than the admitting 
inpatient hospital. 
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5849 Obstetrical And Newborn Same Day admission/discharge 

A hospital stay shall be considered an inpatient stay when a WMAP recipient is admitted to a hospital and delivers a 

baby, even if the mother and the baby are discharged on the date of admission and not included in the midnight 

census. This consideration applies to both the newborn infant and the mother and also applies in those instances 

when the recipient and/or newborn is transferred to another hospital. 


5853 Changes of Ownership 

Payment rates will not change solely as a result of a change of ownership. At the time of ownership change, the 

new owner will be assigned the hospital-specific DRG base rate, the capital payment and the direct medical 

education payment of the prior owner. Subsequent changes to the hospital-specific DRG base rate, the capital 

payment and direct medical education payment for the new owner will be determinedas if no change in ownership 

had occurred,that is, the prior owner's cost reports will be used until the new owner's cost reports come
due for use 
in the annual rate update. 

5856 HMO/PEIAlternativePayment 

The Department may establish a reimbursement methodology to pay hospitals directly for the inpatient care
of 
AFDC recipients enrolled in health maintenance organizations in counties where the HMO Preferred Enrollment 
Initiative (PEI) is mandatory. This reimbursement shall be a prospective DRG, rate-per-discharge or rate-per-diem, 
depending on the type of hospital, based on MA HMO hospital costs deflated to the base year, adjusted and indexed 
for the authorized rate increases. The cost of this inpatient care shall be deducted from the HMO capitation rate 
paid to HMO's. 

5860 Cost Report Used For Recent Hospital Combinings 

Hospital combinings result from in-state or major border status hospitals combining into one operation, under one 

WMAP provider certification, either through mergeror consolidation or a hospital absorbing a major portionof the 

operation of another hospital through purchase, leaseor donation of a substantial portion of another hospital's 

operation or a substantial amount of another hospital's physical plant. Data from the audited cost reports of each 

previous (i.e., before the combining) individual hospital will be combined to calculate the following components
of the 
hospital payment rates which require the use of cost report data: (a) the disproportionate share hospital adjustment 
under section 5243, (b) the rural hospital adjustment under section5260, (c) the cost-to-charge ratio used for outlier 
payments under section 5322. When an audited cost report for a full fiscal year of the combined operation becomes 
available to the Department, that cost repon will be used for the subsequent July 1 annual rate update. Under 
section 1 1900, itemS,the combined or absorbing hospital may request the administrative adjustment to haveits 
payments retroactively adjusted based on its audited cost report when they become available. (For capital and 
medical education payments for combined hospitals, see55230,$5430, $5440, 55530, and 55540) 

5862 ProvisionsRelating to Organ Transplants 
Prior Authorization and Criteria. In order for a hospital to receive payment for transplant services, the following 
criteria must apply: 

a. 	 The transplant must be performedat an institution approved by the WMAP for the type of transplant 
provided. A list of approved hospitals is available from the Bureau of Health Care Financing, P. 0. Box 
309, Madison, WI 53701-0309. 

b. The transplant must be prior authorized by the Department. Prior authorization requests must be submitted 
jointly by the hospital and the transplantsurgeon, and must include written documentation attesting to the 
appropriateness of the proposed transplant. Payment will not be made without prior authorization approval. 

c. 	 In order to include the acquisition costs in the allowable charges, and not have the "acquisition costs" 
deducted from the transplant payment rate, the hospital will have to provide assuranceto theDepartment 
that organs are procured from an organ procurement organization. 

Organ Procurement. Organs must be obtained in compliance with the requirements of federal and state statute 
and regulations. 

Transplant Log. Hospitals which perform organ transplants must maintain a log for every organ transplant 
performed for a WMAP recipient (except bone marrow) indicating theorgan procurement organization or agency or 
source of the organ and all costs associated with procurement. A copy of this log must be submittedalong with the 
transplant hospital's Medicaid cost report, so that the WMAP may document compliance. 
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5900 ReimbursementforCriticalAccessHospitals 


Definition: A critical access hospital (CAH)is a hospital that meets therequirements under42 CFR Part 485, 

Subpart F and is designated as a critical access hospitalby HCFA, and the requirementsof Wisconsin 

Administrative Code HFS 124.40 and is designatedas a critical access hospital by the Department. 


Calculation of Reimbursable Critical Access Hospital Cost: A critical access hospital's costs will be audited 

for a fiscal year to determine the cost of providing inpatient hospital services for Medicaid recipients. The 

Department will also determine the total amount of DRG based payments made to the critical access hospital 

for discharges of Medicaid recipients during the respectiveyear. Medicaid costs will be compared to 

payments. 


If payments exceed costs, the Department will not recover excess payments from the hospital. However, 

excess payments may be applied to any amount owed to the hospital under the critical access hospital 

outpatient reimbursement provisions. 


If costs exceed payments, the Department will reimburse the hospital the amount by which a hospital's 

costs exceed payments after such amount any, by which payments exceed
is reduced by the amount, if 
costs under the Outpatient Hospital State Plan section5100 relating to critical access hospital outpatient 
reimbursement. 

Total inpatient payments may not exceed charges as describedin section 9000. 
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SECTION 6000 

HOSPITALS PAID UNDER PER DIEMRATE 


6100 COVEREDHOSPITALS 
rehabilitation hospitals, state-operated IMD hospitals, and state operated veterans' hospitalswill be paid under a rate per 
diem services described in section 7000 are exempted from reimbursement under this section if reimbursementIS requested 
by and approved for the hospital accordingto section 7000. 

6200 PAYMENTRATES FORSTATEMENTALHEALTHINSTITUTES 

this section 6200 describes how hospital institutions for 
mental disease owned and operatedby the State are 
reimbursed for services provided Medicaid recipients. 
reimbursement for inpatient hospital services will be a final 
reimbursement settlement for each hospital's fiscal year 
based on the hospitals allowable cost incurred in its fiscal 
year. All services provided during an inpatlent stay, except 

6210 Interim Rate Per Diem 

Patient staysin a hospital coveredby this sectionwill be 
paid at interim or temporary rates per diem until a final 
reimbursement settlement canbe completed for the 
hospital's fiscal year. The interim rate effective in a rate 
year, Julyto June, will be based on the interim rate per 
diem paid on June30 of the prior rate year excluding any 
disproportionate share adjustment of section 5240. (The 
rate paidon the June30 prior to the effective dateof this 
change in reimbursement methodology will be the base for 
the interim rate effectiveon the effective date of this 

6220 Final ReimbursementSettlement 

After a hospital completes each of its fiscal years, a final 
reimbursement settlementwill be completed for Medicaid 
inpatlent services provided during the year. The allowable 
costs a hospital incurred for providing Medicaid inpatient 
services duringits fiscal year will be determined from the 
hospital's audited Medicaid cost report for the fiscal year. 
Allowable costs will include the net direct costs of education 
activities incurred by the hospital as determined according 
to 42 CFR (i413.85. Covered education activities include 
those allowed underM13.85 and approved residency 
programs, allowed under 42CFR 6413.86, in medicine, 
osteopathy, dentistry and podiatry. 

A disproportionate share hospital(DSH) adjustment willbe 
determine according to section 5240if the hospital meets 
the qualifying criteriaof that section. The DSH adjustment 
percentage willbe applied to the allowable costof Medicaid 
Inpatlent services forthe fiscal year to determine the 
hospital's DSH payment. To calculate the adjustment 
percentage, the formulae and related fixed variablesof 
section 5240, that were in effecton the July 1 date in the 
hospitals fiscal year, will be applied to the patient utilization 
incurred by the hospital in itsfiscal year. 

The final reimbursement settlementwill take the following 
federal payment limits into consideration: 

Totalfinalreimbursementmaynotexceedcharges 
according to section 9000. 

Compliance with the federal upper payment limit of 42 
CFR 6447 272, also known as the Medicare upper-limit, will 
be retrospectively determined when the final settlementis 

TN #97-006 
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professional services describedin section 6480, will be 
considered inpatient hospital services for which paymentIS 

provided. professional services described in section 6480 
may be Included In the final reimbursement settlement If a 
waiver or varianceis approved under the procedures 
described in section 6258. 

change.) The June 30 rate will be adjusted by the inflation 
multiplier from section27200 that is listed under the fiscal 
year end date that coincides withthe above June30 date. 
The result willbe increased by any disproportionate share 
adjustment for which the hospitalmay qualify under section 
5240. The resulting interim rate willbe increased if the 
hospital justifies an adjustment based onits historical 
expenses or expected expenses. The Department mayat 
any time decrease the interim rateif itdetermines federal 
upper payment limits may be exceeded. 

determined. If necessary, final reimbursement will be 
reduced in order that this federal upper payment limit is not 
exceeded. 

Thehospital'sdisproportionatesharepaymentmaynot 
exceed the limits of section9100 which will be determined 
based on the hospital's fiscal year cost report used for the 
final settlement. 

Disproportionatesharepayment in thefinal 
reimbursement willbe reduced, if necessary, to not exceed 
the State's limitations on aggregate payments for 
disproportionate share hospitals under42 CFR 6447 297. 

If the total amountof final reimbursement, including DSH 
payment, for the hospital's fiscal year exceeds total 
interim payments for the year, then the difference will be 
paid to the facility. The differencewill be recovered if the 
total final reimbursement, includingDSH payment, is less 
than the total interim payments. 

The above reimbursement methodology is being 
implemented effective on a date that might be the 
beginning date of a coveredhospital's fiscal year. That is, 
the first monthsof such ahospital's fiscal year will notbe 
covered, while the latter monthsare covered by the cost 
settlement. In such a case, the hospital's medicaid 
allowable cost for Its full fiscal year be prorated between 
the months not covered and months covered by this 
reimbursement methodology based on the number of 
medicaid inpatient daysin each period. 

Effective 411197 



6250 PAYMENT RATES FOR STATE operated VETERANS hospitals 

6262 professional Services Not covered by the payment under this S e t o n  

Certain professional and other services are not covered by the payment race under this section To be reimbursed by 

the wisconsin mediciad program, professional services must he hilled by P reparatoh, certified provider and billed 

on a claim form other than the UB 92 hospital claim form the following services are excluded. when the 

professionals are functioning in a capacity listed below. Coat will be included in the final settlement for any or 

all professional services listed below If the hospital requests and the department approves a discretionary waiver 

or variance from this rule b o  562681. 


physicians 0 optometrists Any of the following provided on the date 

0 psychiatrists 0 hearing aid
doctors of discharge rnhome use: 
0 psychologists 0 audiologist 0 pharmacy, tote home drugs 

0 physician assistants 0 podiatrists 0 durable medical equipment and supplies 

0 nurse midwives 0 independem nurse practitioners for non-hospital use 

0 chiropractors 12 anesthesis assistants 0 specialized medicalvehicle trowportation 

0 dentists 0 certified R N .anesthesis 0 air, water and land ambulances 


6263 maximum Roto per diem for hospital Services 

reimbursement for inpatient hospital services will be a final cost settlement for the hospital's fiscal year. 

payment for the cost of hospital Serviceswill be limited toto the maximum amount par d i m  described in this coction. 

The maximum payment per diem will bo based on the Wisconsin medicaidprogram payments to hospitals that are paid 

under the DRG-based reimbursement Systemof 150cI0. for hospital Stays clssified under the following specific 

diagnosis related groupings IDnGsl: alcohol/drug dependance with rehabilitation therapy' (DRG a4391 and 

alcohol/drug dependence combined rehabilitation and detoxification therapy' (DRO Y4371. payments tor services 

provided in the lato YEAR July 1,  1994 through June 30,.
199.5 will b used. Tho amount paid per day for each stay will 
he calculated That io, tho DRG based payment for a stay will be divided by the days for the stay. redt ino in the 
amount paid per day tor the stay. the average of these amounts paid per day is the base maximum late per diem. This 

average or base amount will II? inflated to me period 01 me settlement fiscal year by the inflution multiplier 

listed in ?he appendix 427200 that will inflate a year ended June 30,1995 to the hospitals settlement fiscal year


I capital rclotcd costs and direct medical education costs will not Be included in and will not be subject to 

limitation by the marimurn fato per diem. Capital and direct medical education is described In section 6256.
1 
62!X interim hospital Rata per Mom 

An interim nowitel rate per diem is n temporary rat0 paidfor patient stays in a hospital during which the parlent 

requires hospital cam, Ii b temporary becausea final Settlement payment cannot be calculated services will be 

paid at an interim rate pending tho final settlement for each fiscal YEAR of the hospital The interim rate will be 

,II 70% of the maximum fate per diem described in 46753. it will k increased, not to exceed tho maximum rate i f  tho 

hospital justifies on adjustment based 0 1 1  its historical expenses or emwed expenses 



